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ABSTRACT
PUBLIC ADMINISTRATION
MIDIWO, AOKO B.A. University of Nairobi, 1983
Analysis of the Debate Over the Control of the Spread of HIV
Infection and AIDS
Advisor: Dr. George Kugblenu
Degree Paper dated July 1988
The primary intent of this degree paper is to critically
exaimine the issues that are raised in the public debate over how to
control the spread of HIV infection and AIDS.
This study is significant because it focuses on an important
public health issue that has evoked much fear and panic in the
American society. Several major issues are debated:
1. Periodic AIDS testing for the total population. This would be
difficult to devise: because there would be great risk of
unreasonable invasion of individual rights; other than for
protecting the blood supply there is no known usefulness of test
results; the implications of the presence of antibodies to the
AIDS retrovirus are unclear and in some cases may indicate past
infection rather than present infectiousness; and finally, there
is no validity to the current AIDS test because of lack of
scientific evidence.
2. Accuracy of AIDS Tests. Although the AIDS tests are valuable
for screening blood and blood products, they are, however, not
specific and sometimes produce false positives—positive
-1-
-2-
readlngs on blood that does not contain antibodies to HIV.
3. Transmission by casual contact. Casual contact or even close
family contact has not been shown to spread HIV. To transmit
the virus, infected cells or viral particles must pass into the
tissue or bloodstream of another person.
4. Isolation and quarantine. The imreasoning anxiety, as is often
the case, stems largely from ignorance, misinformation, and
moral judgment and therefore suggestions of isolating people
with AIDS are not warranted.
5. Erosion of the public's confidence due to the inconclusive
nature of the scientific findings and the fact that the
scientific community is in total disarray at the very time that
the public desperately needs to be reassured against wild
rvimor. Nevertheless, present accomplishment led to the
development of sensitive and specific serologic tests for
infection with the virus, tests that have markedly improved the
safety of the nation's blood supply and this amply justifies
redoubled support for both fundamental and applied research.
AIDS is transmitted from infected to susceptible persons in one
of two principal ways: by mprotected sexual intercourse or by
contaminated intravenous (IV) drug administration and therefore the
epidemic can be limited if those behaviors are changed.
A descriptive analysis approach was utilized in this study, and
the main sources of information were obtained from selected
interviews with practitioners. In addition, secondary sources
included government docxoments, books, journals, reports, and studies.
1. INTRODUCTION
Like all dreaded epidemics before it, Acquired Immune
Deficiency Syndrome (AIDS) is generating a secondary, societal
infection: irrational fear and revulsion among people not
otherwise affected. The Surgeon General, Dr. Everett Koop, noted
in a report that: "In addition to illness, disability, and death,
AIDS has brought fear to the hearts of most Americans-fear of the
unknown."^
This unreasoning anxiety, as is often the case, stems largely
from ignorance, misinformation, and, in some cases prejudice and
moral judgments. Unless fear is quelled by facts, there is a risk
of inflicting needless emotional suffering, provoking misguided
public and private policies that will set back years of progress in
human rights, and stunt the country's inherent compassion as a
nation.
In 1985, two years after diagnosis of AIDS, the mortality
rate was nearly 70 percent. By December 1987, the mortality rate
had risen to more than 85 percent. Based on sample antibody
studies, researchers at the Centers for Disease Control (CDC) in
^C. Everett Koop, Surgeon General's Report on Acquired
Immune Deficiency Syndrome (Washington, D.C.: Department of Health
and Hviman Services, September 1987), p. 3.
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Atlanta, Georgia, concluded that: the virus believed to cause AIDS
has already infected between 500,000 and 1 million Americans; not
all of those infected will develop AIDS and many of those who test
positive for Human Immunodeficiency Virus (HIV) may have no
noticeable symptoms at all. Some, perhaps from 20 percent to 30
percent, may observe minor symptoms of what is now called ARC, or
AIDS-related complex; and, between 5 percent and 10 percent will
2
develop an obviously severe case of AIDS within five years.
Today the number of reported cases of AIDS in the United
States now exceeds 59,000, and between 2 and 4 million more are
estimated to be infected with the AIDS virus (HIV). Most AIDS
patients have been homosexual or bisexual men (64 percent) or
intravenous-drug abusers (28 percent). Hemophiliacs requiring
Factor Vlll (a blood product that helps clotting) and blood
transfusion recipients account for 1 percent and 3 percent,
3
respectively. The advent of new techniques in preparing Factor
Vlll has eliminated the AIDS virus from this source. The screening
of all blood products for antibodies to HIV has virtually ensured an
untainted American blood supply. Infants bom to mothers with AIDS
or known to have antibodies to the AIDS virus account for 1
percent. Although exposure is usually before or during birth, some
babies were infected by blood transfusions.
^Pascal James Imprato, "Acquired Immunodeficiency
Syndrome-1987," New York Journal of Medicine (November 1987): 5.
^Centers for Disease Control, "AIDS Weekly Surveillance
Reports" (Atlanta, Georgia: April 11, 1988), pp. 515-519.
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AIDS presents special problems for pregnant women. A newborn
of an infected mother has about a 50 percent chance of contracting
the disease, and each successive pregnancy increases the likelihood
of transmitting the disease. The stress of pregnancy can also
convert an asymptomatic infection in the mother into full-blown AIDS.
Sexual partners of members of high-risk groups are also at
great risk. Although a small number of cases (about 3 percent) have
been reported with no apparent relation to known risk factors,
researchers believe that they probably were infected by sexual
4
contact or had the virus introduced into their bloodstreams.
Table 1 presents AIDS cases and case-fatality rates by half-year of
diagnosis in the United States.
TABLE 1
AIDS CASES AND CASE-FATALITY RATES BY HALF-YEAR







1981 Jan-June 89 82 92%
July-Dee 182 162 92%
1982 Jan-June 370 326 88%
July-Dee 655 576 88%
1983 Jan-June 1237 1108 90%
July-Dee 1609 1424 89%
1984 Jan-June 2497 2060 82%










1985 Jan-June 4533 3569 79%
July-Dee 5822 4322 74%
1986 Jan-June 7312 4857 66%
July-Dee 8600 4566 53%
1987 Jan-June 10183 4177 41%
July-Dee 10273 2748 27%
1988 Jan-Apr 11 2590 348 13%
totalII 59287 33060 56%
I. Reporting of deaths is incomplete.
II. Table totals include 76 cases diagnosed prior to 1981.
Of the 76 cases, 65 are known to have died.
SOURCE: Centers for Disease Control, AIDS Weekly
Surveillance Reports, Atlanta April 11, 1988, p. 29.
The number of lives that this deadly disease has claimed, the
absence of any cure, and the lack of agreement in the scientific
community over the causal factors and transmissions of AIDS have
added a heated dimension to the public debate over AIDS. The deadly
nature of this disease has also led to calls demanding periodic and
mandatory AIDS test for the total population as well as isolation
and quarantine of people branded as carriers of the AIDS virus
although they pose no danger to public health.
The purpose of this study therefore is to critically examine
the issues that are raised in the public debate over how to control
the spread the HIV infection and AIDS.
II. THE PROBLEM AND ITS SETTING
Most of the health and scientific agencies, such as the
National Institutes of Health (NIH), Food and Drug Administration
(FDA), and Centers for Disease Control (CDC), fall under the
tunbrella of the U.S. Public Health Service (PHS).
The Centers for Disease Control.
The writer served as an intern in CDC from September 1987 to
January, 1988. CDC is comprised of different centers that handle
various public health problems^(An example of how the structure is
set up is presented in Appendix A, an organizational chart of CDC's
AIDS Program). Among its many activities, the CDC performs the
following fvinctions; (1) serves as the national focus for developing
and applying disease prevention and control, environmental health,
and health promotion and health education activities designed to
improve the health of the American people; (2) administers
preventive health categorical grant programs while providing program
expertise and assistance in responding to federal, state, local, and
private organizations on matters related to disease prevention and
control; and (3) administers a national program to develop
recommended occupational safety and health standards by conducting
research, training, and providing technical assistance for the
maintenance of a safe and healthy environment in the workplace.
- 5 -
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CDC's largest center is the Center for Infectious Diseases, under
which AIDS research has been handled during the epidemic. Table 2
illustrates the number of AIDS guidelines published by CDC since
1981.
TABLE 2
AIDS GUIDELINES PUBLISHED BY CDC 1982-1986
Date Title of Guidelines
November 1982 Precautions for clinical and laboratory
personnel
March 1983 Recommendations to prevent sexual and
blood-bome transmission
September 1983 Precautions for dental care personnel and
morticians
December 1984 Evidence confirming lack of AIDS transmission
via hepatitis B vaccine
May 1985 Antibody testing of sperm and organ donors
August 1985 School Attendance Guidelines
August 1985 Preventing possible transmission of HIV via
tears
September 1985 Workplace guidelines
December 1985 Prenatal guidelines
March 1986 Recommendations to prevent sexual and drug
abuse-related transmission
March 1986 Infection control practices for dentistry
April 1986 Invasive-procedure guidelines
April 1986 Safety of therapeutic immune globulin
preparations with respect to transmission of HIV
June 1986 Providing dialysis treatment to infected persons
July 1986 Diagnosis and management of mycobacterial
infection in HIV-infected persons
September 1986 Immunization of children infected with HIV
SOURCE: Extracted from, Verla S. Neslund, "The Role of CDC
in the Development of AIDS Recommendations and Guidelines" in
Law. Medicine and Health Care (Summer 1987), pp. 514 - 518.
- 7 -
The Internship Experience
The writer became interested in issues related to HIV
infection and AIDS while serving as an intern with the Field
Services Division of CDC's International Health Program Office.
During the internship, the writer was asked to conduct a management
analysis of the Field Services Division in the International Program
Office. This involved:
1. identifying and defining management practices and
constraints in the division;
2. monitoring and evaluating the paper flow of the Combatting
Childhood Communicable Diseases (CCCD) Program to
determine the constraints in commtinication; and
3. examining the workplans of the employees to determine how
efficiently and effectively they are discharging their
duties.
The recommendations contained in the formal report of this
study that was submitted to the director of the Field Services
Division formed the basis of a reorganization implemented by the
International Health Program Office in October, 1987.
The writer participated in an on-going CDC employee HIV
infection (AIDS) workshop organized by the Personnel and Management
Office (PMO). The objectives of the workshop are: (1) to assure
fair and effective personnel management as it relates to employees
with HIV infection and AIDS; and (2) to control the spread of HIV
infection and AIDS in the workplace through training and education.
Statement of the Problem
In a report currently underway by the President's Commission
on AIDS, patients with AIDS described the discrimination they have
faced in nearly all aspects of their lives because of the public's
fear that the disease is spread through casual contact. "We have to
sidetrack the cycle of fear", said an AIDS sufferer. All we want is
a chance to live."^ AIDS patients are discriminated against by
doctors, landlords, and employers. A doctor in Hollywood refused to
treat people with AIDS^ and a Miami landlord wanted to fumigate
the apartment where an AIDS patient had lived.^ A family left its
home town of Arcadia, Florida, and moved to Sarasota, also in
Florida, amid public controversy after it successfully fought to
have its three hemophiliac sons, who had the HIV virus, to attend a
regular public school^.
The wife of a hemophiliac who contracted the disease through
blood transfusion said she was not afraid that she or her three
children will contract AIDS, but was worried about how her children
will react when confronted by their classmates. The discriminatory
practices and acts of violence against individuals who have
5"AIDS Discrimination Described," Associated Press. Dialcom




contracted AIDS led to the question: "How many families must be
burned out of their houses before Washington realizes AIDS
g
discrimination is increasing, not subsiding?"
Recently, in response to an inquiry from PHS about federal
anti-discrimination laws applicable to persons with AIDS, the
Justice Department issued an opinion which stated that these
individuals are not protected by the anti-discrimination laws
9
accorded to other disabled persons. The chairman of the House
Subcommittee on Intergovernmental Relations and Hiaman Resources, Ted
Weiss, expressed his concern over this ruling. In his opinion, the
ruling is a major setback in the public health education efforts and
has the potential of Tindermining voluntary AIDS testing, now
underway across the country.^^
Hundreds of doctors, politicians, and AIDS patients, contend
that the blame can be placed on several groups—from members of the
gay community to the national press and to the Reagan
Administration—all of whom remained apathetic. Shilts, while on a
promotional tour for his book in Atlanta, stated that:
Sibid.
^Victor Gong and Norman Rudnick, AIDS Facts And Issues,
with a Foreward by Congressman Ted Weiss (New Brunswick, New Jersey:
Rutgers University Press, 1986), p. xv.
^^ibid. p. xvi
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...the public's response to the deadly AIDS
epidemic could probably best be illustrated by
showing an ostrich with its head firmly shoved
beneath the rich fertile soil of Dixie.... By the
time President Reagan had delivered his first
speech on the epidemic of AIDS, 36,058 Americans
had been diagnosed with the disease; and 20,849 had
died.
In spite of the lack of adequate funding for AIDS research on
the part of the Reagan administration and the discriminatory
practices that AIDS patients are presently encountering, the public
debate on how to contain this epidemic still rages. The main
problem is that the lack of foolproof scientific knowledge about the
origin, the causes and transmission of the diseases has generated a
lot of fear within the society. This fear has also led to the call
for extraordinary measures including mandatory testing to control
the spread of HIV infection and AIDS. Proponents of mandatory
testing contend that the total population should be screened
because: (1) the prevalence of HIV infection and AIDS necessitates
drastic measures like any other infectious disease; and (2) the lack
of confidence in the training, education; and research findings
fosters fears.
On the other hand, those who are against mandatory testing of
the general public advance the following arguments: (1) requiring
periodic AIDS tests for total population is irrational because the
antibody count at any time is a reflection of the antibody situation
^^Randy Shilts, cited in "Politics Played a Deadly Role in
Spread of AIDS," The Atlanta Constitution. 3 November 1987, Sec. SH
p. 19.
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at that time only; (2) classifying AIDS as a casually transmitted
disease has no scientific merit; and (3) people who suffer from AIDS
pose no danger to public health and therefore mandating isolation,
and quarantine is impractical and unjustified. As a result, the
public debate centers around the following:
1. Periodic AIDS test for total population;
2. Transmission by casual contact;
3. Isolation and quarantine and
4. The erosion of public confidence in the scientific
comm\mity
These Issues are discussed in the analysis section of this paper.
III. AIDS AND THE IMMUNE SYSTEM
This section deals with the CDC's case definition of AIDS,
the AIDS virus, and its effect on the immime system and the major
breakthrough in identifying the transmission of the virus through
sexual contacts in the gay community, particularly the case that has
been popularly referred to as "patient zero."
CDC's Case Definition of AIDS.
AIDS is a syndrome—a complex of diseases and
symptoms—resulting from unexplained immune deficiency. In 1982,
the CDC formally established a specific definition of AIDS for
surveillance and reporting purposes. AIDS was defined as;
1. the presence of a reliably diagnosed disease, such as
Pneumocystis carinii pneumonia or Kaposi's sarcoma, that
signals an underlying deficiency in the immune system, and
2. the immune deficiency is not due to drugs, certain types
12
of cancer, congenital disease, or other known causes.
Between 1982 and 1985, the human immunodeficiency virus was
discovered. During the same period, tests to detect HIV antibodies
were developed and other Illnesses associated with the virus were
recognized. Consequently, the CDC expanded its case definition to
^^Centers for Disease Control,"Update of Acquired Immune
Deficiency Syndrom - United States," Morbidity and Mortality Weekly




3. certain other opportunistic infections and cancers of
lymph tissue in people found to harbor HIV or test
positive for HIV antibodies These infections occur
because people have lost most of their natural defenses
against certain infections and are unable to fight them
13
off. Table 3 presents a clinical profile of AIDS
patients.
TABLE 3





Homosexual and bisexual males
Intravenous-drug abusers
Hemophiliacs
Recipients of blood product transfusions
Sexual partners of patients with AIDS
Children of parent(s) with AIDS
Medical History
No previous diseases or drugs (cancers, chemotherapy,
steroids, malnutrition, recent viral illnesses) that might
weaken immunity
^^Centers for Disease Control, "Revision of the Case Definition
of Acquired Immunodeficiency Syndrome for National Reporting,"




















Tissue biopsy, sputum, blood, urine, etc., confirming
opportunistic infection or cancer
Low (less than 1 helper/suppressor T-cell ratio)
Abnormal results in immunologic skin tests
Unexplained anemia (low blood count)
Subnormal white blood count
Subnormal platelet count
Increased immtinoglobullns
Positive HTLV-III/LAV antibody test result
SOURCE: Adopted from, Victor Gong and Norman Rudnick, AIDS
Facts and Issues (New Jersey: New Brunswick, Rutgers University
Press 1986): 7.
The Virus and The Immune System.
Infection with HIV takes many forms. It ranges from a
complete absence of symptoms of mild illness, to debilitating
neurological disorders, and fatal disease. AIDS is the end stage of
this infection. Many more people are infected with the virus than
15
show any symptoms. How many of these asymptomatic people will
develop symptoms and how many will develop AIDS are still uncertain.
Figure 1 shows the natural history of infection with HIV.
FIGURE 1
I
























Source: Adapted from Issues in World Health. Population
Reports (Baltimore, Maryland: Johns Hopkins University, July-August
1986): L199.
Human immunodeficiency Virus (HIV), the virus that causes
AIDS, belongs to a class of viruses called retroviruses. Other
retroviruses are thought to cause a rare type of cancer in humans,
14
as well as a variety of immune diseases in animals. Like all
^^Samuel Broder and Robert C. Gallo, "A Pathogenic
Retrovirus (HTLV-111) Linked to AIDS," New England Journal of
Medicine (November 15, 1984): 311.
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viruses, retroviruses reproduce only in living cells of a host
species. What sets retroviruses apart is their unique method of
reproducing, involving an enzyme called reverse transcriptase.
Reverse transcriptase allows the virus to copy its genetic
information into a form that can be integrated into the host cell's
own genetic code.^^ Each time a host cell divides, viral copies
are produced along with host cells, each containing the viral
code.
Once the virus enters a host cell, permanent infection is
established. A retrovirus may not cause any ill effects for years,
however.Then, under certain conditions which are still not
understood, the genetic material in the host cell may be activated
to produce a new virus. This new virus can be released from the
18
host cell and can affect other cells. With HIV, which primarily
infects certain cells in the immune system, stimulation of an immune
response may be one of the conditions that activates the production
of new viruses. Current research into treatment of HIV infection is
focusing on drugs that block the function of reverse transcriptase,
thus preventing the virus from infecting new cells.
ISibid.
16Robert C.Gallo, and Francis Wong-Staal, "A Human HTLV as





There are many different strains of HIV. Some vary only
19
slightly from one another; others vary extensively. Most
strains differ in the outer viral coat or envelope—the first part
20
of the virus recognized by the immune system. HIV appears to
have the ability to change the genetic structure of these external
proteins rapidly and thereby escape recognition by the immune
system. This may make developing a vaccine difficult.
Effect of the Virus on the Immune System.
The hioman immune system is a complex and interlocking network
of cells and organs. A breakdown in any component of this network
can disrupt the entire system. The immune system disorders
associated with AIDS are thought to stem primarily from a single
defect—the gradual depletion of a specialized group of white cells
(lymphocytes) called T-helper or T-4 cells. These cells play a role
in regulating the immune response: they set the immune response in
motion and they send out chemical signals that stimulate the
reproduction of antibodies and trigger the maturation of several
21
types of the immune systems.
l^Francis Wong-Staal, "Nenomic Diversity of Hiunan
T-Lymphotropic Virus Type 111," Science (August 23, 1886): 61.
20ibid.
2lRobert S. Kalish and Samuel. F. Schlossman. "The T-4
Lymphocyte in AIDS," New England Journal of Medicine (July 11,
1985): 112-113; Jerry Lawrence, "The Immune System in AIDS,"
Scientific American (December 1985): 84-93; National Institutes of
Health, "Understanding the Immune System" (Washington, DC: July
1985), pp 22-25.
18
HIV selectively infects T-helper cells as well as several
other types of cells in the immune system-B-cells and
22
macrophages-and-nerve cells. When the virus reproduces, the
infected T-helper cell is destroyed. Consequently, people with
AIDS tend to have a low overall lymphocyte count. Eventually, so
many T-helper cells are lost; thus, the remaining cells cannot
perform their regulatory function, resulting in immune
deficiency
HIV infection not only depletes T-helper cells but may also
prevent surviving cells from fimctioning properly. They are unable
to recognize foreign substance (antigens) and initiate immune
responses to these antigens that will eliminate them from the
24
body. However, the loss of immunity is selective, and affects
primarily the parts of the immune system involved in defense against
parasitic, viral, and fungal organisms. Thus, people with AIDS
develop certain unusual infections but can resist other more common
illnesses.
The proportion of infected individuals who develop symptoms
of AIDS seems to vary in different groups. For example, after at
Francis Wong-Staal and Robert C. Gallo, "Human
T-Lymphotropic Retroviruses," Nature (October 3, 1985): 395-403.
^^Harold Jaffe,"HLTV-lll in Apparently Healthy Homosexual
Men," Annals of International Medicine (May 1985): 102.
^^Amold Willoughby; Richard S. Klein; Thomas L. Evans;
William L. Holder; and Lawrence D. Weaver, "Defective in Vitro T-
-Cell Colony Formation in Acquired Immunodeficiency Syndrome,"
Journal of Immunology (January 1985): 151-156.
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least three years' follow up, 34 percent of a group of homosexual
men in New York had developed AIDS compared with 12 percent of a
group of infected hemophiliacs in Pennsylvania. Exposure to the
as-yet-unidentified risk factors, such as greater dose of the virus,
concurrent infection, and drug use, might explain this difference.
It is not known when exactly the participants may have been
infected. Therefore, the difference may have occurred because the
New York group had been infected longer than the Pennsylvania
25
group. The reported incubation period—that is, the time
between infection and the first symptoms or diagnosis—also varies
26
widely, ranging from 1.5 to 7 years. A mathematical model based
on transfusion cases suggest that the incubation periods may range
27
from 4 months to 10 years with a mean of 4.5.
Why do some people have symptoms of AIDS while others do
not? Very little is known about the factors that influence
progression of HIV-related infection. One hypothesis is that
repeated infections and possibly exposure to antigens (infectious
agents or possibly other foreign substances such as semen or
transfused blood) may activate the replication of HIV, leading to
25ibid.
26james J. Goedert, Robert J. Bigger, and Simon Weiss,
"Three-year Incidence of AIDS in Five Cohorts HTLV-111 Infected
Members," Science (February 28, 1986): 121.
27Kathy J. Lui, Donald N. Lawrence, and William M. Morgan,
"A Model Based Approach for Estimating the Mean Incubation Period of
Transfusion-Associated AIDS," Proceedings of a Conference Held at
the National Academy of Science (New York, New York: n. p., 1986),
p. 42.
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various symptoms (see section on The Virus and the Immune system
above). Several studies have found that persistent generalized
lymphadenopathy or AIDS often occurs in people with current and/or
28
past infection with other viruses or with a recent history or
sexually transmitted diseases and/or sexual intercourse with many
29
partners without the use of condoms. Not all studies however,
30
report these findings. Another hypothesis is that certain
conditions such as malaria, certain other parasitic disease, and
malnutrition may themselves compromise immune function, increasing
31
the chances of immunosuppression with HIV. Use of certain drugs
also may lead to HIV-related illness, but evidence is very
preliminary. Several U.S. studies have found that homosexual men
with persistent generalized lymphadenopathy or AIDS, especially
involving Kaposi's sarcoma, were more likely to have used volatile
28william M. Darrow, Ronald. H. Byers, and Harold Jaffe,
"Cofactors in the Development of AIDS-Related Conditions," Paper
presented at the International Conference on AIDS, Paris, France,
23-26 June 1986, p.4.
29ibid.
30uthai Manthur-Wang, David Mildvan, and Roger T. Senie,
"Follow-up at Four and a Half Years on Homosexual Men with
Generalized Lymphadenopathy," New England Journal of Medicine
(December 12, 1985): 1542-1543.
31lbid.
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nitrates (drug Inhaled to enhance sexual pleasure) than healthy
32 33
ones. Others, however, find no such relationship.
Patient Zero.
In his book. And the Band Played on; Politics. People and
the AIDS Epidemic. Randy Shilts attempted to provide insight into
the devastating disease AIDS, by documenting several AIDS-related
deaths, including that of a 28-year old homosexual, French-Canadian
Airline steward named Gaetan Dugas. According to the story, Dugas
was first diagnosed with Kaposi's Sarcoma (an AIDS-related disease)
in the summer of 1980. Dugas died from kidney failure on March 30,
34
1984.
The sexual activities of Dugas were later traced by Bill
Darrow of the CDC's Task force, who mapped out complicated stories
of sexual relationships among AIDS cases in 1982. By the time his
research was completed, Darrow had established sexual links among 40
32Harry W. Haverkos, Phillip F. Pinsky, and Dennis J.
Bregman, "Disease Manifestation Among Homosexual Men with Acquired
Immunodeficiency Syndrome: A Possible Role of Nitrates in Kaposi's
Sarcoma, Sexually Transmitted Disease," New England Journal of
Medicine (October-December 1985): 203-208.
33william M. Darrow, Robert Byers, Harold Jaffe, "Cofactors
in the Development of AIDS and AIDS Related-Conditions." Paper
presented at the International Conference on AIDS, Paris, France,
June 1986, p. 23-26.
^^Randy Shilts, And the Band Played On: Politics. People
and the AIDS Epidemics (New York: St. Martins Press, 1987), pp. 23,
156, 157, 258, 460.
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patients in ten cities. At the center of the cluster diagram was
Gaetan Dugas, marked on the chart as patient Zero of the AIDS
epidemic. At least 40 of the first 248 gay men diagnosed with AIDS
in the United States as of April 12, 1982, either had had sex with
Gaetan Dugas or had had sex with someone who had. The Dugas
relationship was characterized by a complex maze of sexual partners,
giving frightening insight into how rapidly the epidemic had spread
35
before anyone knew about it. Altogether, Dugas could be
connected to nine of the first nineteen cases of AIDS in Los
Angeles, twenty-two in New York City, and nine patients in eight
3 6
other North American cities.
A CDC statistician calculated the odds on whether it could be
coincidental that 40 of the first 248 gay men to get AIDS might all
have had sex either with the same man or with men linked to him.
The statistician figured out that "the chance did not approach
37
zero—it was zero."
It is alleged that Gaetan Dugas was actually the person who
brought AIDS to North America. The fact that cases in both New York
City and Los Angeles could be linked to Dugas (who himself was one
of the half dozen patients in North America) gives credence to this
35ibid. p. 147
^^Ibid. Also, The Los Angeles Cluster Study, as it became
known, offered powerful evidence that AIDS not only was
transmissible but was the work of a single infectious agent.
37ibid.
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allegation. Dugas is said to have travelled frequently to France,
the western nation where the disease was most widespread before
1980. In any event, there is no doubt that Dugas played a key role
in spreading the new virus from one end of the United States to the
other. Thus, Shilts concludes that, " at one time, Gaetan had been
what every man wanted from gay life; by the time he died, he had
38
become what every man feared."
Regardless of the origin and route of transmission, the
United States currently accounts for 64 percent of the world's total
39
of reported cases of HIV infection and AIDS. Current trends
show extensive HIV infection among the recognized groups at risk
which include: homosexual or bisexual men; intravenous-drug abusers;
hemophiliacs requiring Factor VIII and blood transfusion patients,
40
and sexual partners of members of high-risk groups.
At this time, HIV infection and AIDS prevail primarily among
young to early-middle-aged adults, but not much information is
available on young children. In general, males are much more likely
41
than females to be infected.
38ibid., p. 439.
3^Centers for Disease Control, "Human Immunodeficiency
Virus Infection in the United States: A Review of Current
Knowledge," Morbidity and Mortality Weekly Report (Supplement),




A descriptive approach was utilized in conducting this
study. According to Earl Babbie, descriptive analysis is important
because it allows the writer to analyze in detail the problem or the
42
phenomenon being studied. This approach allowed the writer to
critically examine the divergent view-points on mandatory testing
of the total population for HIV infection and AIDS.
The writer interviewed two experts in this field. They are
The Deputy Director of CDC's AIDS program, Dr. Gary Noble and the
Director of Training and Development, Personnel Management Office,
Dr. Walt Taylor. These sources provided the primary data for the
study. The interviews were informal and consisted of open-ended
questions concerning the issues on mandatory testing of the total
population for HIV infection and AIDS. The secondary sources of
data included government documents, books, reports, journals, and
articles.
^^Earl Babbie, The Practice of Social Research (Los
Angeles: Wadsworth, Inc., 1983), p. 98.
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V. ANALYSIS
As previously stated, the controversy over how to control the
HIV infection and AIDS focuses mainly on the issues addressed in
this section of the study.
Periodic AIDS Test for the Total Population.
Because they can be transmitted to others, infectious
diseases of all kinds have for many years been subject of statutes,
regulations, and court decisions imposing special constraints on
both the patient's freedom and the physician's practice. AIDS is an
infectious disease. As such, the legality of measures to control
the spread of infectious diseases such as AIDS is determined under
principles of constitutional law that require the individual's
interest in liberty and privacy to be balanced against the public's
interest in health and safety. Balancing these interests in the
case of AIDS is particularly difficult, because the interests on
each side are so fundamental and so strongly affected by the nature
43
of the infection. For the individual, measures to control the
spread of AIDS may invade privacy, constrain sexual conduct and
procreation, and limit liberty. For the public, AIDS retrovirus
infection continues to spread, especially among high-risk groups,
^^Arthur Mills and Charles B. Wofsy, " AIDS and the Public
Law", New England Journal of Medicine (April 13, 1986): 931-6.
- 25
- 26 -
and is often fatal; no vaccine or chemotherapeutic agents have been
found to prevent infection, reduce infectivity, or ameliorate the
conditions of AIDS patients.
Proponents of mandatory HIV and AIDS testing argue that legal
principles applicable to patients with infectious diseases should
therefore apply equally to patients with AIDS if their
infectiousness is confirmed by the best available testing
44
methods. In a speech at Georgetown University in Washington
D.C, William Beimett, the U.S Secretary of Education and a known
conservative made the following statement in support of mandatory
testing:
There is a good case for making AIDS testing a
requirement... Even the principle of medical
confidentiality may have to be reconsidered in the
light of AIDS epidemic... Open debate was now
needed to weigh the claims of 'individual privacy'
and the well being of other individuals
In spite of these assertions, opponents argue that an
accepted program of compulsory testing for AIDS is more difficult to
devise due to the following reasons: (1) because the risk of
unreasonable invasion of individual rights is great (2) other than
for protecting the blood supply, there is no known usefulness of
^^Ibid.
^^Allan Anderson, quoting William Bennet in an article,
"Who Decides AIDS Policy?" Nature (May 1987): 3.
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test results (3) the implications of the the presence of antibodies
to AIDS retrovirus are unclear; in some cases it may indicate past
infection rather than present infectiousness;^^ And, lastly (4)
there is no validity to the current AIDS test because of lack of
scientific evidence. Larry Gostin, and William J. Curran, in an
article entitled "AIDS Screening, Confidentiality, and the Duty to
Warn," summarized the position of the opponents of mandatory
testing:
We oppose mandatory Screening for antibodies to the
human immunodeficiency virus (HIV) because it is
unlikely to lead to changes in behavior necessary
to impede the spread of AIDS, eind because of the
potential for invasion of privacy and
discrimination. We support existing guidelines by
the U.S. Centers for Disease Control for testing
among all members of groups vulnerable to HIV
infection with informed consent. A substantial
Increase in planning and resources for professional
testing, education and counseling services is
needed if these guidelines are to have any real
impact.
Thus, opponents argue that mandatory testing programs should
be rejected until their benefits and costs can be better understood
and the scientific evidence more conclusive. Although the
development of an enzyme-linked immunosorbent assay (ELISA) and
others to detect the antibodies to HIV has provided the medical
^^Samuel H. Weiss, James J. Goedert, Manjit G.
Samgadharan, "Screening Test for HTLV-III Antibodies: Specificity,
Sensitivity, and Applications," JAMA (1985): 221-2.
^^Larry Gostin and William J. Curran, "AIDS Screening,
Confidentiality, and the Duty to Warn," Public Health and the Law
(March 1987): 361-365.
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technology for population screening, the tests do not diagnose AIDS
but only detect antibodies to HIV in the blood.
Accuracy of AIDS Tests.
The presence of antibodies usually means that a person has at
one time been infected with the virus. Since the virus has been
isolated in many people with antibodies, a positive test is assumed
48
to indicate continuing infection. The tests cannot tell whether
a person will develop AIDS or other HIV-related symptoms in the
future. The most widely used test, an enzyme-linked immunosorbent
assay (ELISA), was originally developed to screen donated
49
blood. Its use for other types of screening is controversial
because many positive results may be false.
The ELISA is the easiest and cheapest test. In the U.S., the
cost ranges from $1 to $3, depending on the number of tests being
performed. A special electronic instrument measures color changes
in sertim when antibodies are exposed to pieces of HIV. The
instrument costs between $5,000 and $15,500 in the U.S. The test
can be completed in two to five hours.It is not technically
difficult.
^^Samuel H. Weiss, James J. Goedert, Manjit G.
Samgadharan, "Screening Test for HTLV-III Antibodies: Specificity,
Sensitivity, and Applications," JAMA (1985): 221-2.
^9ibid.
50john C. Petersen, "Licensed Tests for HTLV-III:
Sensitivity and Specificity," Annals of International Medicine
(November 1985): 726-729.
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The other major test, the Western blot, or immunoblot, is a
difficult, lengthy, and expensive procedure, costing up to $90 per
test each.^^ This test takes two days and must be interpreted by
52
trained and experienced laboratory workers. Less widely used
tests include an immunofluorescence assay (IFA), a radioimmuno-
53
precipitation assay (RIPA), and a competitive inhibition assay.
How accurate are these tests? The ELISA is very
sensitive—that is, it identifies almost all blood containing
antibodies to HIV (true positives). Thus, the ELISA is valuable
for screening blood and blood products. However, the test is not so
specific. It sometimes produces false positives—positive readings
on blood that does not contain antibodies to HIV. Thus, the ELISA
alone is not very valid for screening individuals. The ratio of
false to true positives with the ELISA is higher in populations
where few people have HIV antibodies. In a large population of
healthy blood donors in the U.S., for example, only 3 percent of the
10,000 units of donated blood that tested positive with the first
51"fdA Studies, New Confirmatory Tests for AIDS," Medical
World News. 10 March 1986, p. 5.
52james Britz, "Screening Test for Antibody to HIV,"
Personal Communication. April 1, 1986, p. 8
53jarrett R. Carlson, Michael L. Bryant, Shelton H.
Hinrichs, "AIDS Serology Testing in Low- and High-Risk Groups,"
Journal of the American Medical Association (June 21, 1985):
3405-3408.
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ELISA were confirmed as positive with the more specific Western blot
test.^^
What causes false positive results? Generally, they occur
because the blood tested contains antibodies to the hvunan white
blood cells in which the virus is grown for the test. For example,
women who have had several children usually have developed
antibodies to these cells during pregnancy. leading to false
positives on the ELISA. Multiple transfusions (even with
uncontsuninated blood), alcohol-induced liver disease. and some
tropical diseases such as malaria and Chagas'disease (American
disease that is caused by a trypanosome or parasite that invades
human blood and is marked by prolonged high fevers , swellings, and
enlargement of the spleen, liver, and lymph nodes), may also cause
false positives. Some brands of ELISA kits produce more false
positives than others.
In contrast to the ELISA, the Western blot test is highly
specific and false positives are rare. Both the U.S. PHS and the
World Health Organization (WHO) recommend the Western blot test to
confirm a positive ELISA. Interpreting Western blot tests can be
54 James B.Schorr; Albert Berkowitz; Peter D. Ciimming;
Arthur J. Katz; and Steven C. Sandler, "Prevalence of HTLV-III
Antibody in American Blood Donors, New England Journal of Medicine
(August 8, 1985): 384-385.
55centers for Disease Control, "Provisional Public Health
Service Inter-agency Recommendations for Screening Donated Blood and
Plasma for Antibody to the Virus Causing Acquired Immunodeficiency
Syndrome," Morbidity and Mortality Weekly Report (January 11, 1985):
1-5.
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technically difficult, and results may vary among laboratories.^^
The test is currently too expensive to be used as the primary test
in large-scale screening.
Research is underway to develop more accurate and less
expensive tests. WHO is collaborating with major biomedical firms
to produce a simple, Inexpensive test that can be interpreted easily
with the naked eye and can withstand the high temperatures of a
tropical climate. In the US, research is focusing on a test using
viral proteins cloned by means of genetic engineering, instead of a
virus grown in human tissue. Such a test is expected to produce
57
fewer false positives.
Based on the evidence above, the writer is of the opinion
that the views expressed by opponents of periodic testing have some
merits.
Transmission by Casual Contact
The major contention has been that AIDS can be transmitted
casually. In an exclusive excerpt from their new book. Sex in the
Age of AIDS, and an accompanying interview, the Sex Researchers,
Dr. William Masters, Virginia Johnson, and Dr. Robert Kolodny,
claimed that the virus has invaded "the wider population" of
heterosexuals to an alarming extent. The book raised the issue of
^^Larry K. Altman, "Who Will Volimteer for an AIDS
Vaccine?" New York Times. April 15, 1986, p. Cl.
57ibid.
32
AIDS transmission via routes that most scientists think pose little
or no risk. These included citing the risk of transmission by
infected food handlers, mosquitoes, and even toilet seats. Another
assertion by these researchers was that AIDS can be transmitted
through deep kissing. "Shouldn't we be adopting precautions against
the worst-case possibility," they ask, "rather than making the most
58
optimistic assumption?"
Casual contact or even close family contact has not been
shown to spread HIV. To transmit the virus, infected cells or viral
particles must pass into the tissue or bloodstream of another
person. More than 10 studies involving some 600 family members of
people with AIDS in the U.S., Europe, and Africa show no evidence of
transmission of the virus except to sexual partners or to children
59
bom to an infected mother. Living in very crowded conditions
and sharing bathrooms, kitchens, eating utensils, plates, drinking
glasses, and personal items such as combs, towels, and even razors
and toothbrushes with infected people before and after they develop
58jean Sellgmann, "The Storm Over Masters and Johnson,"
Newsweek. March 21, 1988, p. 44
59"issues in World Health," Population Reports
(July-August 1986): L204.
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AIDS have not led to infection.There is also no evidence that
the virus can be spread in food or beverage.
Health workers also face little risk of infection even if
they have extensive contact with people with HIV infection and
AIDS. Only three to six cases of job-related infection have been
reported, and researchers disagree about which of these cases truly
62
resulted from occupational exposure. Among more than 2,000
health care workers tested in the U.S. and Europe, including more
than 400 who had accidental puncture wounds with a hypodermic needle
or other exposure to patients with HIV infection, no more than four
had HIV antibodies and apparently were not infected through
contaminated blood, intravenous drug use or homosexual
63
intercourse. This amounts to at most 0.25 percent of all these
^^George H. Friedland et al.,"Lack of Transmission of
HTLV-III/LAV Infection to Household Contacts of Patients with AIDS
or AIDS-Related Complex with Oral Candidiasis," New England Journal
of Medicine (February 4, 1986); 344-349.
^^Centers for Disease Control, "Recommendations for
Preventing Transmission of Infection with Htiman T-Lymphotropic Virus
Type III/Lymphadenopathy-Associated Virus in the Workplace,"
Morbidity and Mortality Weekly Report (November 15, 1985): 681-695.
^^Eugene McCray and Cooperative Needlestick Surveillance
Group, "Occupational Risk of the Acquired Immunodeficiency Syndrome
Among Health Care Workers," New England Journal of Medicine
(April 24, 1986): 1127-1132.
fiSpavid K. Henderson, Alfred J. Saah, Szimuel L. Zak, "Risk
of Nosocomial Infection with Human T-cell Lymphotropic Virus Type
III/Lymphadenopathy-Associated Virus in a Large Cohort of
Intensively Exposed Health Care Workers," Annals of Internal
Medicine (May 1985): 644-647; Milton A. Sande, "Transmission of
AIDS: The Case Against Casual Contagion," New England Journal of
Medicine (February 6, 1986): 380-382.
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workers and 1.25 percent of those who had accidents with hypodermic
64
needles . Thus, a deep intramuscular wound with a contaminated
or accidental self-injection with contaminated blood may be
necessary to cause infection with HIV. Even workers bitten
repeatedly by an AIDS patient suffering from dementia have not
developed HIV antibodies. In Zaire, 6 percent of almost 2,400
health workers in Kinshasa had HIV antibodies. This rate, however,
is the same both in hospital workers who had direct contact with
AIDS patients or possibly contaminated instruments and in those who
had no such contact.This suggests that few, if any, of these
infections involved transmission through professional contact with
AIDS patients. Both GDC and WHO have prepared safety guidelines for
health workers.
Thus the available information refutes allegations by the
proponents that HIV infection and AIDS can be transmitted through
casual contact. The opponents are therefore justified in rejecting
^'^Centers for Disease Control, "Recommendations for
Preventing Transmission of Infection with Hxaman T-Lymphotropic Virus
Type III/Lymphadenopathy-Associated Virus in the Workplace,"
Morbidity and Mortality Weekly Report (November 15, 1985):
414-418.
65James C. Petricciani, Jim S. McDougal, and Bruce L.
Evatt, "Case for Concluding that Heat-Treated, Licensed
Anti-Haemophiliac Factor is Free from HTLV-III," Lancet (October 19,
1985): 890-891.
66jonathan M. Mann, Harry Francis, Theodore C. Quinn,
"HTLV-III/LAV Seroprevalence Among Hospital Workers in Kinshasa,
Zaire: Lack of Association with Occupational Exposure." Paper
presented at the International Conference on AIDS, Paris, 23-25 June
1986, pp. 9-10.
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this argtunent because it is not supported by adequate scientific
data to necessitate mandatory testing for the general public. In
the opinion of a notable scientist, Dr. Norman Hearst of the
University of California;
Hundreds of millions of words have been written about
the global epidemic of AIDS. Regrettably, much of what
has been written has simply been incorrect. In part,
these inaccuracies result from early clustering of cases
in the United States and Europe among homosexual and
bisexual men and intravenous drug abusers. Both groups
could be quickly and somewhat comfortably (at least in
certain circles) categorized as "deviant," so there was
both an attitude of moral superiority toward—and a
sense of personal insulation from—the epidemic.
Isolation and Quarantine
Increasing public fear of AIDS has led to suggestions of
isolating people with AIDS. For example, schools in several states
in the United States have attempted to keep children with AIDS from
68
attending classes. For the most part, the courts have agreed
with public health officials that children with AIDS or HIV
infection generally are not a health threat _ 69to others. GDC
considers school attendance. except if a child with AIDS lacks
control of bodily secretions, has open lesions, or behaves in a way
6^"Sex in the Age of AIDS: Masters and Johnson Have a Grim
Warning for Straight Society," Newsweek. March 4, 1988.
68"aids Injunction Lifted," Washington Post. April 11,
1986, sec. MH p. 35.
^^Stanley Burris, "The Law on the Side of Young AIDS
Victims," Lancet (April 23, 1983): 925.
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that might infect others, such as biting.In spite of these,
most experts consider transmission unlikely.
Those who are opposed to isolation or quarantine argue that,
like compulsory antibody testing and other means that have been
proposed to control the spread of AIDS, proposals for isolation and
quarantine too must meet a two-part constitutional standard. First,
there must be a rational relation between the proposed means of
control and the state's legitimate interest in the health of its
72
citizens. Second, there must be no less restrictive means
73
available to protect the commionity.
Those who are opposed to mandatory confinement also argue
that quarantine as a strategy for infection control has generally
been used only in individual cases for narrow purposes: to enforce
the treatment of a noncompliant patient infected with tuberculosis,
to segregate a patient with an untreatable but self-limited disease
such as smallpox, or to control the spread of a severe and highly
^OCenters for Disease Control, "Education and Foster Care
of Children Infected with Human T-Lymphotropic Virus Type
III/Lymphadenopathy-Associated Virus," Morbidity and Mortality
Weekly Report (August 30, 1985): 517-521.
71"Debate Over School Attendance Raises Furor Despite
Guidelines," AIDS Alert. January 1986, pp. 14-16; "TMA Refuses to
Back School Ban on AIDS Children," American Medical News. May 30,
1986, p. 14.
72Deborah Jones Merrit, "The Constitutional Balance Between
Health and Liberty," Hastines Carter Report. (Washington, D.C.:
Hastings Center, December 1986), pp. 2-10.
73ibid
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communicable disease such as plague. Quarantine has been used only
rarely for patients with sexually transmitted diseases. Long-term
quarantine of large populations in isolated communities has been
invoked in the 20th century only for leprosy, and that use is now
74
widely thought to have been unjustified. In light of these
facts, opponents of mandatory confinement maintain that the calls by
advocates of quarantine or isolation are premature and unwarranted.
To date, there are only two known cases in which public
health authorities have sought orders of isolation or quarantine
against persons infected with the AIDS retroviruses. Propositions
have been made to the effect that homosexual men who engage in
irresponsible behavior, such as continued sexual contact with
multiple partners, warrant some limitation on their freedom.
Balancing the individual's rights to liberty and privacy against
society's interest in limiting the harm caused by a fatal infectious
disease raises extraordinarily difficult question of constitutional
law. Compulsory measures of various kinds may or may not be
constitutionally justified, depending on what is known about such
epidemiologic variables as the mode of transmission, the degree and
duration of infectiousness, and the existence of a symptom-free
carrier state. If these variables were to reach the worst values,
then the courts would be faced, perhaps for the first time, with
74ibid
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deciding whether severe invasions of the individual rights of
infected persons are justified to protect against the rapid spread
of a fatal and incurable disease through the general population.
Quarantine laws in many countries authorize public health
officials to Isolate people with infectious diseases forcibly if
they pose a serious threat to the health of others^^. To date
such powers have been used very rarely with AIDS cases^^.
Long-term, even indefinite quarantine has been proposed in the press
and in some state legislatures in the U.S for persons with AIDS and
even for Infected but asymptomatic persons. Experts agree, however,
that quarantine of persons with AIDS would not stop the spread of
HIV, because transmission can occur in the often lengthy period
before a person shows any sign of infection. Therefore, quarantine
would not be feasible even if it were effective.Moreover, a
program for quarantine and or isolation would require universal
78
screening and indefinite confinement , and in some places it
^^Abram S. Benenson, ed.. Control of Communicable Diseases
in Man. 14th ed. (Washington, D.C.; American Public Health
Association, 1985), p. 485.
76*tDetaining Patients with AIDS,” British Medical Journal
(October 19, 1985): 1102.
77Dennis C. Bross, "Legal Aspects of STD Control," in
Sexually Transmitted Diseases, eds. Kenneth K. Holmes; Paul A.
March; Peter F. Sparling; and Paul J. Wiesner (New York:
McGraw-Hill, 1984), pp. 925-930; Arthur Novick, "Quarantine and
AIDS," Connecticut Medicine (February 1985): 81-83.
78Harvard Law Review Association, "The Constitutional
Rights of AIDS Carriers", Harvard Law Review (April 1986): 1274-1292.
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would involve overwhelming numbers of people. Worst of all, the
threat of quarantine would certainly lead many people to avoid
diagnosis and care. It could even discourage taking precautions
against spreading the disease.
The Deputy Director of the CDC's AIDS program, Dr. Gary Noble
and the Director of Training and Development, Personnel Management
office Dr. Walt Taylor, in an interview with the writer
categorically stated that in spite of the strong desire to check the
spread of AIDS, very few of the screening or retroactive measures
would work on a large scale. Like all dreaded epidemics, AIDS is
generating a secondary, 'societal' infection: irrational fear and
revulsion among people not otherwise affected. They both shared the
general opinion of most experts that the unreasoning anxiety, as is
often the case, stems largely from ignorance, misinformation, and in
79
some cases, prejudice and moral judgment. Dr. Walt Taylor
directs the on-going CDC's employee HIV infection (AIDS) workshop
whose major objective is to control the spread of HIV and AIDS in
the workplace through training and education.
The Erosion of the Public Confidence
in the Scientific Community
Proponents of mandatory testing for the HIV, mandatory
quarantine and isolation argue that the public is justified in being
alarmed and demanding protective measures because scientists
^^Interview with Dr Gary Noble and Dr. Walt Taylor, Centers
for Disease Control, Atlanta, Georgia, 12 May 1988
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acknowledge that "there is no way of being certain about
80
anything. At the very time that the public desperately needs to
be reassured against wild r\amor, the scientific community is in
total disarray. Applied science has come to be viewed as a faustian
bargain: in return for a new power and potential, the public has
had to endure radioactive fallout from nuclear tests, degradation of
the environment by insecticides and herbicides, congenital defects
from drugs, carcinogens in food and water from industrial waste—the
litany is too long to recite. If most would agree that the balance
sheet is positive in terms of a greater longevity and a higher
standard of living, what is no longer acceptable is a failure to
weigh risk adequately and to set it forth frankly, with full
81
disclosure of the varying interests at stake
In view of this, it was not surprising when parents
demonstrated against admitting a child with AIDS to their
neighborhood school. Their placards read "Stop the Lies, We Want
Facts", and one of them told reporters; "I don't want all the
82
medical experts telling me 'Don't worry.' I am worrying!" To
make matters worse. Dr. David Sencer, Health Commissioner of New
York City at the time it was decided that children with AIDS could
®®Ibid. Also, Albert J. Visettes, "A Short Political
History of the 1976 Swine Influenza Legislation, 'Influenza in
America,"' Prodist. New York: January 1976: 717-718.




attend school was associated with the failed swine flu program.
During a court hearing, parents who were opposed to the city's
policy regarding attendance at schools by children with AIDS
questioned his judgment and technical competence. They maintained
that, if he had been wrong then, the parents asked, how could he or
any scientist be trusted now?
Leon Eisenberg, in an article entitled "The Genesis of Fear;
AIDS and the Public's Response to Science," states that underlying
the distrust of expert opinion is a more fundamental problem. If it
is true that the public once venerated science, that veneration was
based on ascribed authority and material benefits rather than on an
understanding of science itself. Science illiteracy remains the
rule rather than the exception among the graduates of our high
schools and colleges. There is little understanding of the
provisional nature of scientific truth or of the probabilistic bases
for scientific conclusions. Thus, at the very time an alarmed
citizenry searched for answers, it posed its questions in
unanswerable terms: "Can you be sure that casual transmission in
the classroom never occurs?" The response that casual transmission
had never been proved and was highly unlikely was followed by an
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even more emphatic question: "Can you be certain?" Since the
^^Leon Eisenberg, "The Genesis of Fear: AIDS and the
Public's Response to Science," Law, Medicine and Health Care
(December 1984): 243-249.
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scientists have acknowledged that there was no way of being certain
about anything, this has been taken as reinforcement for the
questioner's worst fears.
Yet, the growth of knowledge about the biology of AIDS has
been nothing short of spectacular. Less than three years after the
initial case reports of the new clinical disorder, the causal agent
had been isolated in laboratories in Paris and Bethesda-an
extraordinary accomplishment, one impossible without a prior decade
of progress in cellular and molecular biology. This led to the
development of sensitive and specific serologic tests for infection
84
with the virus, tests that have markedly improved the safety of
the nation's blood supply. We have learned more about the genome of
the AIDS retrovirus in the past few years than has been learned
about any other disease agent in so short a time. The most
disconcerting of those discoveries has been that of the
extraordinary rapidity with which the virus mutates. The challenge
of developing a treatment against a virus that integrated itself
into the genome of host cells and a vaccine against so mutable a
virus is daunting. Present accomplishment amply justifies redoubled
support for both fundamental and applied research.
®^James C. Petricciani. "Licensed Test for Antibody to
Human T-Lymphotropic Virus Type III," Annals of Internal Medicine
(September 1985): 727-729.
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Nonetheless, opponents of mandatory testing for the general
population justifiably argue that, it would be the height of folly
simply to await a magic bullet to control a disease that is being
transmitted from infected to susceptible persons in one of two
principal ways; by unprotected sexual intercourse or by contaminated
needles and syringes used for intravenous (IV) drug administration.
The epidemic can be limited if those behaviors are changed.
VI. CONCLUSION
The analysis section of this paper examined the major issues
that dominate the debate over how to control the HIV infection and
AIDS. To develop an effective national policy for disease control,
the confusion over the origin, causes, and modes of transmission of
HIV infection and AIDS as well as the public fear must be addressed
by researchers, clinicians, hospitals. Institutional Review
Boards(IRBs), public health workers, health care policy makers, and
society at large.
The first step must be the dissemination of accurate and
comprehensive public information. There can be no question of
withholding findings because they might be alarming or of making
policy decisions behind closed doors. The public needs to know in
explicit terms precisely how AIDS is transmitted: through sexual
intercourse and by contaminated IV paraphernalia. It needs to know
what scientists do not yet know; whether AIDS can be transmitted by
fellatio or deep kissing. (That neither has been demonstrated does
not rule either out as a possibility; prudence argues for avoiding
both except in monogeimous relationships). The public needs to know
that AIDS is not transmitted by casual contact or even by non-sexual
intimate contact between persons living, sleeping, or eating
85
together; that the risk of being infected increases by the
James J. Goedert, "Decreased Helper T-Lymphocytes in





niimber of sexual partners; that the risk can be markedly
87
decreased by the use of condoms (if it remains intact); and that
the use of sterile needles and syringes can prevent transmission
among drug abusers (and thus protect their sexual partners).
These facts permit the design of a rational public health
policy based on (1) comprehensive and explicit sexual education for
all Americans (with culturally appropriate programs targeted at
members of high-risk groups); (2) increased support for drug
treatment programs in order to reduce the prevalence of drug abuse;
and (3) making sterile needles and syringes available in order to
reduce the risk of infection among addicts re-fractory to treatment.
Will such steps halt the epidemic altogether? Hardly.
However, the writer is of the opinion that they can make a major
difference. Education about "safe sex" has already modified
behavior sufficiently to slow (though not eliminate) the spread of
88
AIDS among the gay population. Clearly the public needs more
86ibid.
®^Mary Conant, "Condoms Prevent the Transmission of
AIDS-Associated Retrovirus," Journal of the American Medical
Association (December 1986): 1706-1708.
®®Leonard Mckusick, "Reported Changes in the Sexual
Behavior of Men at Risk for AIDS (San Francisco 1982-1984)," Public
Health Report (March 1985): 822-828; Centers for Disease Control,
"Self-Reported Behavior Change Among Gay and Bisexual Men - San
Francisco," Morbidity and Mortality Weekly Report (February 25,
1985): 613-15; Centers for Disease Control, "Update: Acquired
Immune Deficiency Syndrome - United States," Morbidity and Mortality
Weekly Report (March 11, 1986): 17-21.
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and better programs of education. It is self-evident that drug abuse
or intravenous use of drugs will decrease the likelihood of
infection by this route. At present, the nTimber of addicts seeking
treatment exceeds the number of places available to them because drug
treatment is underfunded. But even were access assured for all
applicants, drug addiction would remain a major problem because that
treatment is less than completely successful. Therefore, making
sterile needles available is a necessary second line of defense.
Factual information and expert analysis of that information,
necessary as both are, will not be sufficient. There is no escaping
the need to directly confront the irrational elements in the public
response to socially deviant behavior, because those elements impede
efforts to control disease. The so called "Moral Majority"
continues to insist that sex education in public schools would
encourage sexual experimentation and promiscuity. The fact is that
premarital intercourse has continued to increase in prevalence
despite (some would argue because of) the absence of such education
89
in the schools.
Countering pervasive discrimination against homosexuals will
be a long-term undertaking, one made more difficult by the 5 to 4
decision of the U.S. Supreme court in Hardwick v. Georgia on
®^Mercer Zelnick, John F. Kantner, "Sexual Activity,
Contraceptive Use and Pregnancy Among Metropolitan Area Teenagers:
1971-1979," Family Planning Perspectives (August 1980): 230-237.
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June 30, 1986. The court ruled that Americans have no
constitutionally protected right to engage in homosexual behavior in
the privacy of their own homes. Justice White added, "Proscriptions
against that conduct have ancient roots." The dissenting
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minority defended privacy, not rights of homosexuals. However,
it is possible to defend the fact that AIDS is not a homosexual
disease: that it is transmitted by sexual behavior, not sexual
preference; that the risk is associated with promiscuity and
unprotected sex; and that the risk for heterosexual transmission is
becoming ever greater.
Those in the decision-making positions must begin a
long-range task: to increase public understanding of the provisional
nature of all scientific knowledge. Science is a process, not a
result. It is the logic of that process and the excitement of it
that must be helped to understand that the provisional nature of
knowledge does not justify the failure to act after the pros and
cons of actions have been assessed in the light of available
evidence. Nowhere has that truth been more succinctly stated than
^^Hardwick v. Georgia, 106 S. Ct. 2841 (1986).
^Ijustice Blackmon, joined by Justices Brennan, Marshall, and
Stevens, wrote: "The right of an individual to conduct intimate
relationships in the intimacy of his or her own home seems to me to be
the heart of the Constitution's protection of privacy...Depriving
individuals of the right to choose for themselves how to conduct their
intimate relationships poses a far greater threat to the values most
deeply rooted in our nation’s history than tolerance of non-conforming
could ever do." (id)
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by Sir Austin Bradford Hill, in a statement at the conclusion of
by the Royal Society of medicine:
All scientific work is incomplete - whether it be
observational or experimental. All scientific work
is liable to be upset or modified by advancing
knowledge. That does not not confer upon us a
freedom to ignore the knowledge we already have, or
to postpone the action that appears to demand at a
given time.^2
^2sir Austin Bradford Hill, "The Environment and
Association or Causation?" Proceedings of the Royal Society of





As evidenced in the body of this paper, instituting mandatory
testing of the total population for HIV infection and AIDS, is complex
and provokes a lot of heated emotions from both the proponents and
opponents of this measure. In order to at least provide an informed
environment for the public debate, and control of the epidemics, the
following recommendations are offered:
1. Public health officials should ensure the dissemination of
factual information about AIDS. This will dispel irrational
fear and permit the design of rational public health policy.
2. The government and public health agencies should ensure
increased public's \mderstanding of the provisional nature of
scientific knowledge through education programs in the media.
3. The government should provide more support for drug treatment
programs in order to reduce the prevalence of drug abuse and
make available sterile needles and syringes in order to reduce
the risk of infection among addicts' re-fractory to treatment.
4. The government should appropriate more funds to enable the
designs of comprehensive and explicit sexual education programs
for all Americans (with culturally appropriate programs
targeted at members of high-risk groups).
5. Increased dialogue should be encouraged with the "moral
majority" since its public response to socially deviant
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